THE DIVISION OF HEALTH OF MISSOURI

asith, X 39-014048
.wanllfon ("‘_"""'_"‘SHN DARD (ERHFICATE OF DEA‘H STATE FILE NUMBER
ubli¢
Service F"_EB APR 2 7 1g$gi:rmrinn. District No., 181; Primory Registration District ND_5688.% O chisrrur'l_ Na....... 3.7.‘.__ ........ -
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence before
00 . COUNIY Linn o STATE b. COUNTY Macon  odmissin
[ ]
1-57 3 b. CEI’RY {I¢ oulside corporate limits, give TOWNSHIP only) inside Limits c. C|OTRY & 6.. / 7] Inside Limits
- TOWN Yes [1 e [R toww New Cambria, ¢ Yos[ 1 No 3
. Fng!’-I‘F‘AMEOOF {IF NOT in hosplral give location} | Length of stay n 1k d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR . ADDRESS
msTiTuTion Hi=Wy 36, west of Bhicklin Jng,. Route #2, Yes (B No[]
3. (l!rAME QF DE;.'.EASED First Middle Lasr 4. DS;E Month Day Yeor
ype or print
Bobby Dean Hayes peath  Apr. 17, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9, AGE (In ysors §F UNDER | YEAR| IF UNDER 24 HRS.
o ) MARRIED[ JNEVER MARRIED] R]C b (m..:;:,; Homife f = Houre AL
, male white wooweo[]  oivorceo(]| Jan, 30, 1938 1 P | i I
: 100, USUAL OCCUPATION {Glve kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12, CITIZEN OF WHAT COUNTRY?
4 during mo gt of working Life, even if ratired) , |NDUSTRY . .
] i with parents Callao, Missouri U. S. A

136. FATHER'S NAME

Arthur G, Hayes

13b. MOTHER™S MAIDEN NAME

Katie McElhaney

14- NAME OF

none

HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yo n§ or uthnawn}| [IF yes, gfvy w dates of sarvice)

17. INFORMANT

Mrs. Katie Hayes

16. SOCIAL SECURITY NO.

1191-}0-2488

Address

New Cambria, Mo,

AW IFIHIWIEE TR

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY:

U=

IMMEDIATE CAUSE (a)

line for {e}ufh), and (c}.)

INTERVAL BETWEEN
ONSET AND DEATH

Horgec,

w
pr
o
a
=}
@
w
(17
=
&
: &
: Canditions, if any,
; ?‘- wﬁ?zh' ::v.- rl:oﬂ:n DUE TO (b}
3 = above couse {o),
H = stoting the under-
: 8 g lying cause last, DUE TO {c)
2. SO PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but net ralated to the terminol diseass condition given in PART | {a) 19. WAS AUTOPSY
X B PERFORMED?
i+ ofc vyes[] NO[] ©
E - § 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of i |n|ury in PART | or PART I of item 18.)
S S
S 0 O 36
3 5 XQS] 20c. TIMEOF Howr Month, Day, Yeor
13 28 INJURY  am. W S\
e B p.m. \r\."
'E 3 20d. INJURY OCCURRED 206, PLACE OF INJURY (e.g., m!n nbmnhornc, 20f. CITY, TOWN, OR LOZATION COUNTY STATE
F— WH]LE ATD NOT W‘HILED form, ctory, atreet, office Bldg., etc.)
& 3 AT WORK
f 211 ulhnded the doc.cnd from , o and last saw t"; alive on
] b+ Dcul[‘l eccurred ot f_s- D P‘ Lﬁ m on the date stated obove; and to the bext of my knowledge, from the couses stoted.
! § . SIGNATURE ﬂ Eagr opfitle 3 72b. ADDRESS ~ % Zic. PATE SIGNED
- - -
3 s [/, “97? Co~ovpr Vi1/s9
. 23a. BURI L CREMATIOH 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23{}0CATION (City, town, or caunty) {Srare) (
’ eelfy) » 3
L Apr. 1959 | New Cambria Cemetery New Cambria, Mo.
“" [ 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 7. BEGISFRAR'S SGNATY)
Larson Funeral Service, Bucklin, Mo. |apr. 18, 1959 Lipo
(Licensad Embalmaer’s Statemant on Reverse Side) . [=4 J
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, 0T BY i e . Student Embalmer No. ...........ceeuenns

|
4‘

working under my personal supervision.

Lo TT 1Y 11 SO JIOTTOT Signed ......... R ATy A o AN v o W A, S
Signature of Student Embalmer

Licensed Embalmer No.. . 5 eveeivnannnees

P. O. Address ... Bagcklin, Missouri

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalméd by a STUDENT, he also shall sign in his OWN handwriting,.

If this body is not embalmed, fact should be so stated above.'




